Purpose: This policy study analyzed states' residential care and assisted living (RC/AL) regulations for dementia care requirements. Estimates suggest that at least half of RC/AL residents have dementia, and 22% of settings provide or specialize in dementia care. Residents with dementia might benefit from regulations that account for specific behaviors and needs associated with dementia, making states' RC/AL regulations address dementia care an important policy topic. Design and Methods: This study examined RC/AL regulations in all 50 states and the District of Columbia for regulatory requirements on five topics important to the quality of life of RC/AL residents with dementia: pre-admission assessment, consumer disclosure, staffing types and levels, administrator training, and physical environment. Results: Sixteen states license or certify dementia care units within RC/AL settings. All states had at least one dementia care requirement, though only four states had requirements for all five of the topics reviewed. Most states addressed administrator training, consumer disclosure, and physical environment, 17 addressed staffing types and levels, and 14 addressed pre-admission assessment for dementia. Thus, most states rely on general RC/AL regulations to cover dementia care policies and practices. Implications: This policy study provides a resource for researchers who do cross-state studies of dementia care in RC/AL settings and state policymakers who are updating RC/AL regulations, including those responding to a 2014 Centers for Medicare and Medicaid Services rule change.
Sengupta, Park-Lee, & Valverde, 2013; Rosenblatt et al., 2004; Wiener, Feng, Coots, & Johnson, 2014; . Persons with dementia are at risk of long-term care use because of cognitive impairment that reduces the individual's judgment and reason, behavioral symptoms such as agitation and wandering, and physiologic changes that result in dependence and disability (Sousa et al., 2009; Zimmerman et al., 2013) . These symptoms and conditions may range from mild to severe, with implications for the individual affected and their formal caregivers (Zimmerman et al., 2005 ). An RC/AL resident with minimal behavioral symptoms and no medical conditions might need only modest staff assistance, while one who has incontinence, diabetes, and expresses physical aggression, might need frequent staff oversight.
In 2000, 28 states had regulatory requirements for dementia care in RC/AL settings (Mollica et al., 2007) ; by 2014, this number had increased to 49 (Carder et al., 2015) . In 2014, 22% of RC/AL settings were designated for dementia care or had a dementia care unit co-located within a larger building or campus . The quality of dementia care units has long been questioned (Lawton, Van Haitsma, & Klapper, 1996) , and research on the effectiveness of dementia care units at maintaining residents' health and well-being suggests mixed results (Lai et al., 2009; Zimmerman et al., 2013) .
State regulations vary in the use of terms such as dementia care "unit" or "program." A unit typically refers to a distinct building or section of a building while a program of dementia care might refer to a combination of services, staff training, and other requirements. Some states use terms like dementia care, special care, or memory care, without referring to a unit or program. This paper uses "dementia care" except when describing a specific state's regulatory language; in that case, the state's terminology is used.
Dementia care clients are typically charged a higher monthly rate compared with general (e.g., not dementia specific) care (Karon, Wiener, Greene, Khatutsky, & Johnson, 2015; Zimmerman et al., 2014) . The average monthly charge was $2,818 in a general care residential care unit and $3,843 for the same room in a dementia care unit (Park-Lee et al., 2011; Zimmerman et al., 2014) . The Metlife Mature Market's 2012 assisted living survey reported an average rate of $4,807 for dementia care (Metlife Mature Market Institute, 2012) . RC/AL settings with dementia care units are less likely to accept Medicaid clients (37%) than those without dementia care units (52%) . Thus, to the extent that general RC/AL settings are not affordable to many older adults (Hernandez & Newcomer, 2007) , dementia care units might be even less accessible to low-income adults with dementia.
Despite the prevalence of dementia among residents, the increasing numbers of RC/AL settings that specialize in dementia care, and the existence of state regulatory requirements, little is yet known about specific regulatory requirements that might affect the quality of life for RC/AL residents living with dementia.
Quality of Life for Persons With Dementia in RC/ AL Settings
Several RC/AL policies and practices affect the quality of life for persons with dementia. All states require RC/AL settings to assess residents to determine if the resident's needs can be met and to plan services that meet needs and preferences (Carder et al., 2015) . However, pre-admission assessment, or screening, for dementia describes a process for planning and providing appropriate dementia care (Kaufer et al., 2008; Samus et al., 2013) . A pre-admission assessment can avoid inappropriate placement of individuals who might not benefit from dementia care (Kissam, Gifford, Mor, & Patry, 2003) . Studies indicate that RC/AL staff can reliably use standardized screening tools to identify probable and previously undetected dementia (Magsi, 2005; Samus et al., 2013; Zimmerman et al., 2007) .
The availability of qualified staff is a key component of quality dementia care (Maslow, Fazio, Ortigara, Kuhn, & Zeisel, 2013; Zimmerman et al., 2005) . Higher staff to resident ratios results in lower verbal aggression scores among residents (Zeisel et al., 2003) . The availability of registered nurses is correlated with the availability of complex nursing services (Beeber et al., 2014) , and licensed nurse training and oversight of unlicensed staff who administer medications are associated with reduced errors (Young, Sikma, Reinhard, McCormick, & Cartwright, 2013) . Some evidence indicates that staff with mental health training, including social workers, improve resident outcomes (Dakin, Quijano, & McAlister, 2011) .
Little has been published about administrator training, though staff training has important implications for residents' quality of life and safety (Morrow-Howell et al., 2005; Zimmerman et al., 2005) . Appropriately trained staff may reduce behavioral symptoms associated with dementia (Maslow et al., 2013; Zimmerman et al, 2014) and training benefits staff by fostering job satisfaction and worker confidence (White & Cadiz, 2013; Zimmerman et al., 2007) . Given that administrators are responsible for daily operations, including hiring and supervising care staff, administrator training is an important but overlooked topic (Dakin et al., 2011; Kaskie, Nattinger, & Potter, 2015) .
Consumer choice is a foundation of RC/AL settings, based partly on the American value of autonomy (Reinardy & Kane, 2003) . States require consumer disclosure to inform and protect prospective consumers (Kapp, 2007) . Although there is limited research on consumer disclosure in RC/AL settings (Carder & Hernandez, 2004) , the Agency for Healthcare Research and Quality (AHRQ) established a workgroup to assess RC/AL disclosure documents and to develop recommendations (AHRQ, 2014) . Consumers, including family members, often choose an RC/AL setting during a time of stress and need access to information such as that provided in consumer disclosure materials to help them understand the services, staffing, and costs of available settings (Eckert et al., 2009) .
State requirements for building design address the safety and quality of life of persons with dementia, and some design features may ameliorate behavioral symptoms such as exit seeking and pacing and cognitive limitations such as spatial disorientation (Calkins, 2007; Marquardt, Bueter, & Motzek, 2014; Sloane et al., 2002) . Examples include simple floor plans to accommodate those who have difficulty finding their way through the environment, locking systems that prevent residents from leaving the building unescorted, and small, separate dining areas for persons with dementia.
Two recent studies of state requirements for dementia care in RC/AL settings examined staff training requirements (Burke & Orlowski, 2015) and staff training, environmental safety, and use of chemical restraints (Kaskie et al., 2015) . The current paper expands on those studies by including five topics not previously addressed-preadmission assessment, consumer disclosure, staffing types and levels, administrator training, and building design features-important to quality dementia care services (Lai et al., 2009; Tilly & Reed, 2009; Zimmerman et al., 2014) . In addition, these five topics have policy relevance for the 2014 ruling by the Centers for Medicare and Medicaid Services (CMS) requiring residential settings to support residents' rights to live in an integrated setting of their choice and appropriate to their needs (U.S. Department of Health & Human Services, 2014) . Settings with locked or segregated dementia care units might limit freedom of movement and community integration. Consumer disclosure and pre-admission assessment are relevant to the CMS ruling because they address resident choice and person-centered planning. States that use Medicaid waivers to pay for RC/AL services must submit a plan to CMS by 2019 that explains how RC/AL policies and procedures will respond to this rule.
Methods
This policy study had two primary research aims: (i) comparing states' approaches to regulating dementia care in RC/AL settings and (ii) identifying the presence of specific dementia care requirements that might affect the well-being of persons with dementia.
The primary data source included each states' RC/AL regulations, reviewed and summarized for a recent compendium of regulatory requirements (Carder et al., 2015) . The compendium included summaries of various requirements, including dementia care, as well as links to websites with each state's regulations. In addition, prior published regulatory reviews (Mollica et al., 2007; NCAL, 2016) were reviewed to identify changes in state requirements over time. States may have different licensure requirements for settings that primarily serve individuals with behavioral health needs or intellectual and developmental disabilities-those settings are outside the scope of this paper.
Data Analysis
The analytic approach was qualitative (Charmaz, 2014) . State regulatory summaries from a RC/AL regulatory review (blinded for review) were loaded into Atlas.ti software and searched first for text describing dementia care requirements based on the following terms: dementia, memory care, special care, cognitive impairment, and Alzheimer's disease. Second, all dementia care regulatory language was coded based on the five previously described categories: pre-admission assessment, consumer disclosure, staffing types and levels, administrator training, and physical environment, and these codes were tallied by state. For administrator training, regulations describing both staff and administrator were reviewed because states typically require training of all staff, including administrators, and administrators are typically responsible for staff training (Carder et al., 2015) . During the process of reading state regulations and comparing current and prior requirements, new codes were developed inductively (Charmaz, 2014 ) that described three broad approaches that states use to license or oversee dementia care in RC/AL settings. These codes were then applied to the data set.
Results
All states' (including the District of Columbia, hereafter included with states) RC/AL regulations have at least one dementia care requirement, though the depth and breadth of these requirements vary greatly. Three broad regulatory approaches to dementia care reflect varying levels of state regulatory control, from high to low. The highest level of regulatory control includes 16 states that license or certify dementia care units separate from RC/AL regulations ( Table 1 ). The middle approach includes 17 states that require agency review if an RC/AL setting has a dementia care unit or provides dementia care; these states typically have a regulatory subsection entitled "Dementia Care" or similar. The remaining 18 states reflect the lowest level of regulatory control, such as one or more dementia care requirements within the RC/AL regulations. For example, the District of Columbia's regulations require that an "assisted living residence" describe in the resident agreement the "specific nature of any special care that it holds itself out to provide, such as specialty in Alzheimer's disease," the administrator complete 12 hours of annual training in dementia care, and staff complete 4 of 12 annual hours of in-service training in dementia care. In contrast, West Virginia's requirements for "Alzheimer's/Dementia Special Care Units & Programs" covers 8 topics in 11 pages, including human resources and staffing, admission and discharge, assessment and plan of care, behavior management, social services, activities, and physical environment.
Pre-Admission Assessment for Dementia Care
Pre-admission assessment describes a process for determining whether a prospective resident has a cognitive impairment. Knowing whether a resident will benefit from dementia care services, including a locked unit, is one way of assuring that individuals are not deprived of their freedom of movement by being placed in a setting that is potentially more expensive than general RC/AL care and that provides services unneeded by the individual.
Fourteen states require RC/AL settings to do a pre-admission assessment of prospective dementia care unit residents (Table 2) . South Dakota requires a physician's order for "confinement" of each resident, including medical symptoms that "warrant seclusion." Similarly, Colorado requires an assessment by a qualified professional who can evaluate the need for a "secured environment." Wyoming does not allow facilities to admit or retain in a secure dementia unit an individual who scores more than 20 or less than 10 on the Mini-Mental State Examination. Alabama requires a clinical history, mental status examination, geriatric depression screen, physical functioning screen, and a behavior screen before admission.
Consumer Disclosure Requirements for Dementia Care
Thirty-three states require RC/AL settings that offer dementia care to disclose their dementia care-specific services, staffing, and design features. Slightly more states-39-require general RC/AL settings to have a consumer disclosure statement (Carder et al., 2015) . Georgia's requirements provide a typical example: Facilities with memory care units must disclose information about building design and safety features; staffing and staff training; and admission requirements, post-admission assessments, individual service plans, and therapeutic activities for persons with dementia. California requires "special care facilities" to provide sufficient information to enable prospective residents and their families to make an informed decision regarding admission.
Twelve of the 33 states (California, Connecticut, Florida, Georgia, Kentucky, Maryland, Massachusetts, Minnesota, Nebraska, North Carolina, Vermont, and Wisconsin) require RC/AL settings that advertise dementia care to include specified information in marketing materials. Florida requires facilities that advertise the availability of dementia care to describe those services that distinguish the care as being suitable for persons with dementia. Further, Florida's licensing agency examines advertisements and other consumer documents as part of the state's license renewal procedure.
Staffing Requirements for Dementia Care
Staffing requirements include staffing levels or ratios and the types of staff that settings must employ, such as licensed nurses, activities staff, and social workers. Only seven states specify minimum staffing levels or ratios in dementia care units. Illinois requires a certified nursing assistant (CNA) for every 10 residents; Mississippi requires 3 hours of nursing care per resident per 24 hours; North Carolina requires one direct care staff for every eight residents; Pennsylvania requires 2 hours of personal care per person per day; Texas and Virginia require an activities director at least 20 hours weekly; and West Virginia requires 2.25 hours of personal care per person per day.
Only 14 states describe types of staff, in addition to direct care workers, that dementia care units must employ. Arkansas requires a social worker in "Alzheimer's special care" units; 10 states require the unit to have an administrator (Alabama, Georgia, Illinois, Indiana, Massachusetts, Minnesota, Nebraska, Nevada, Texas, and West Virginia), and 6 states require a licensed nurse (Alabama, Illinois, Mississippi, New York, Rhode Island, and West Virginia). In total, 17 states require either specific staffing levels or ratios or require staff other than direct care workers.
Administrator Training Requirements for Dementia Care
All states require an administrator to operate the RC/AL settings' activities and policies. Administrator training requirements may include coursework that results in licensure or certification, specified hours of training, continuing education, and training topics.
Administrator training requirements were identified for all but two states' general RC/AL regulations. Only 10 states require dementia care units to have a designated administrator, though other states imply this requirement based on the general RC/AL requirements. For example, Oregon's memory care community regulations refer to a "manager" but do not specify qualifications or training. Some states' administer training requirements include dementia care as a topic, though most do not include training topics or hours (Table 3) , so dementia-specific training requirements could not be reviewed. Of the 13 states that describe administrator training hours, the range is from 7 to 120 hours (mean 45; median 30). Eight states require RC/AL administrators to be licensed by a state board. Nineteen states require that administrators be certified through a state agency-approved course or that they take a required course and examination that presumably certifies the individual to be an administrator. Texas requires certified Alzheimer facility managers to take 6 hours of annual continuing education in dementia care, and Montana requires administrators to complete designated self-study modules provided by the Assisted Living University in addition to 8 hours of annual continuing education in cognitive impairment.
A few states listed training topics but no other details. Most states will substitute a current nursing home administrator license for RC/AL administrator training requirements. Based on this review, most administrator requirements for dementia care exist under the umbrella of general care RC/AL regulations, even for stand-alone dementia care units.
In addition, some states' regulations might account for staff other than the administrator to have dementia care knowledge. In Alabama, specialty care assisted living settings must employ a "unit coordinator" who has "basic knowledge and understanding of dementia, mental illness and general medical problems encountered by the elderly" and who has completed several specified training programs.
Building Design Requirements for Dementia Care
Twenty-nine states have requirements for dementia care units that address at least one of the following: devices for controlling egress, access to outdoor areas, resident room features, shared common areas, and floor and wall surfaces.
The most common feature-specified by 25 statesconcerned requirements for egress features designed to restrict residents from leaving the building unescorted. Delayed egress doors have locking systems that prevent a door from opening in nonemergency situations. States may specify whether to permit these devices and the conditions for use. New Mexico describes a "secured environment" as any locked area in which doors and fences restrict access through the use of double alarm systems, gates connected to the fire alarm, and tab alarms for residents at risk for elopement. California requires settings that use delayed egress and locked doors/perimeters to receive fire department clearances and licensing agency approval, and that residents or their responsible persons consent to the use of delayed egress devices or locked facility doors.
Fifteen states have requirements concerning access to and design of outdoor environments. Most require facilities to provide a safe and secure outdoor area for residents' use. Some states specify that outdoor areas should have accessible walking paths, space to exercise, and provide shelter from the weather.
Minimal requirements for resident rooms were identified in state regulations. For example, Oregon's memory care community rules prohibit residents from being locked out of or inside of their rooms by staff at any time, require that residents be encouraged to decorate and furnish their rooms, and that residents' rooms be individually identified to assist residents in recognizing their room. No states' (Carder et al., 2015) .
Discussion
This policy study summarized dementia care requirements within RC/AL regulations for all 50 states and the District of Columbia. The adequacy of states' dementia care regulations is significant because persons with dementia might not be capable of expressing their needs and feelings (Sousa et al., 2009) , and residents with dementia are at higher risk of abuse compared with those who do not have dementia (Kaskie et al., 2015) . State variation is typical in RC/AL regulations (Mollica et al., 2007) , and this variation extends to dementia care. The reasons for variation are many, though not surprising given the U.S. federal policy of respecting states' rights for local control of health and long-term care policies and programs (Borck, Peebles, Miller, & Schmitz, 2014; Kaskie et al., 2015) . This variation is evident in the three broad regulatory approaches (Table 1 ) and the five policy topics described in this policy analysis.
The three regulatory approaches used by states-licensure, agency review, and inclusion of one or more dementia care requirements-might result in differing levels of agency authority to license and monitor dementia care settings. State agency staff in states that require licensure or certification, or agency review, might have greater regulatory authority to enforce requirements compared with states that do not use these approaches. In addition, RC/AL providers and residents might benefit from dementia care regulations because clearly written regulations may limit the discretion of agency personnel and service providers, offering a platform for equal treatment across agencies and settings (Bardach & Kagan, 1982) . Finally, it is possible that consumers believe that the existence of dementia care communities in their community means these settings are specifically regulated. As demonstrated here, the depth and scope of dementia care regulations vary as does the level of agency authority to oversee these settings.
Only three states had requirements for all five topicsGeorgia, Rhode Island, and West Virginia (Figure 1) . The most common state regulatory requirement concerned administrator training (49 states), followed by consumer disclosure (33 states) and building design features (29), with fewer than half of the states specifying staffing types or levels (17) or pre-admission assessment criteria (14).
Regulating RC/AL Settings
States have an interest in protecting citizens; regulations inform public agencies and service providers about expectations and requirements for protecting consumers (Howard, 2014; Kettl, 2009; Murphy, 2006) . States rely on examples of nursing home and home health regulatory actions that are effective and reasonably cost effective (Mor, Miller, & Clark, 2010) . For example, an analysis of state regulatory stringency found that some but not all quality regulations resulted in better nursing home quality, were cost effective, and were more effective than report cards (Mukamel et al., 2012) . CNAs employed by home health agencies in states that require more training hours had higher quality training and job satisfaction compared with CNAs in states with fewer training hours (Han et al., 2014) .
While some writers advise caution against regulating RC/AL settings in the same manner as nursing facilities (Howard, 2014; Kapp, 2012) , advocates argue that these settings should be more tightly regulated, especially as the resident population has become increasingly impaired (Carlson, 2005; Kaskie et al., 2015; Kissam et al., 2003; Mor et al., 2010) . In 2003, the Assisted Living Workgroup submitted a report to the U.S. Congress with recommendations for dementia care, pre-move-in screening, staffing, marketing practices, and building design, among other topics. This noteworthy example of self-governance has not been repeated, though national advocacy (Tilly & Reed, 2009 ) and professional organizations (NCAL, 2014) have published recommendations for dementia care policies and practices.
Federal Requirements for RC/AL Settings
Residential care and assisted living settings are subject to several federal rules and policies, including the Fair Housing Act, Americans with Disabilities Act, and Occupational Health and Life Safety (Yang, 2015) . A 2014 rule change by Centers for Medicare and Medicaid Services (CMS) addresses residential settings that receive Medicaid payments for community-based services (U.S. DHHS, 2014). The ruling requires residential settings to promote community integration, independence, privacy, and a restraint-free environment that supports resident choice. Given that 25 states describe the use of door-locking systems that prevent unplanned egress, this ruling has broad implications. States must clarify these regulations, and any others that limit resident choice and community integration, by clearly indicating that the use of locked units is based on assessment, service planning, and person-centered care (Carlson, Gordon, & Weinberger-Divack, 2015) . Even the practice of segregating residents by dementia diagnosis in a designated unit appears to be at odds with the CMS ruling, though feedback from consumer advocates and RC/AL providers appears to have ameliorated concerns that dementia care units would not meet the standards (CMS, n.d.).
RC/AL Providers Sometimes Exceed Regulatory Requirements
Regulations set minimum standards, and providers may choose to exceed requirements based on company philosophy, consumer demand, or other factors. A state's dementia care regulations might not reflect the quality of care and actual practices within these settings. For example, preadmission assessment was required by only 14 states, but 76% of RC/AL settings with at least 50 units use a standardized tool to screen residents for potential dementia or other cognitive impairments (Caffrey, Harris-Kojetin, Rome, & Sengupta, 2013) . Licensed nurse staffing is more common in settings that provide dementia care despite the lack of state requirements for dementia care units to employ nurses. Although many states do not require administrators to receive both initial and continuing education training, 96% of all RC/AL settings provide both forms of training . Only six states specify a licensed practical nurse or registered nurse for dementia care, but 46% of all RC/AL settings employ a registered nurse and 42% employ a licensed practical or vocational nurse . These examples suggest that at least some RC/AL settings exceed regulatory requirements; for these and possibly other topics, additional regulations might be unnecessary.
Lack of Regulatory Clarity Regarding Dementia Care
As noted earlier, states use terms such as dementia care unit and program. While some states define these terms (e.g., see Maryland), others use the terms interchangeably, and others use both. For example, Arkansas' "Alzheimer's Special Care Units" are segregated units that provide a program of dementia care. At issue is whether states intend for dementia care to be provided in segregated units, whether the rules apply to care of persons with dementia in any setting, or both. Given that at least half of RC/AL residents have some level of cognitive impairment, most settings are likely providing dementia care whether or not they have a designated "dementia care unit."
Regulatory Inaction
Although all states have at least one requirement for dementia care, the coverage of and scope of requirements vary, such that most states do not address many topics. There exist several possible reasons for state agency and regulatory inaction, including lack of information about a topic, limited public resources to enforce regulations, a rapidly changing topic or industry, industry resistance, lack of public demand (Bressman, 2004) , and the salience and complexity of a given policy issue (Eisner, Worsham, & Ringquist, 2000) . Potential implications of regulatory inaction include arbitrariness, increased public and private costs, lack of agency and provider accountability, and lack of public protections (Bressman, 2004; Rossi, 2007) . Lack of regulatory action could result in differing and conflicting expectations about the scope and quality of RC/AL dementia care services among public agency personnel, providers, and consumers. Thus, both states and RC/AL providers might have something to gain from developing dementia care requirements that articulate expectations for services, staffing, and agency oversight.
Limitations
This policy study has a few limitations. Supplementary policies that address dementia care might have been overlooked by focusing on state administrative rules. It is possible that topics other than those reviewed here (e.g., depression screening, activities programming, pain evaluation and management, and admission and discharge criteria) are more relevant for policy and for resident quality of life. The content analysis is solely the responsibility of the author, which could result in miscoding or bias. However, as acknowledged, two experts in RC/AL research and policy reviewed and commented on paper drafts, and it is common for qualitative researchers to do solo analysis (Charmaz, 2014) . Finally, the coding approach counted any mention of services for persons with dementia, cognitive impairment, memory loss, or Alzheimer's, as a "dementia care" regulation. Although possibly overly broad, the intent was to capture all relevant state requirements.
Conclusion
This policy study indicates that with some exceptions, states rely on general RC/AL regulations to cover dementia care policies and practices. Should dementia care units be licensed or certified separately from general care RC/ AL settings? For 16 states, the answer is yes. Given that more than 6,500 RC/AL settings either have a dementia care unit or serve only persons with dementia (HarrisKojetin et al., 2016) , these individuals often have complex cognitive and medical care needs, and dementia care units charge a higher rate than general care RC/AL, it is worth assessing whether existing regulations are adequate. States with even one dementia care requirement effectively sanction RC/AL settings to provide, and even specialize in, dementia care. Regulatory precision is more important than a broad scope, and regulating dementia care requires caution. States rely on a variety of inputs when promulgating rules, including input from pressure groups, potential fiscal impacts, research findings, and existing conditions (Sabatier, 2007) . This policy study provides information on existing conditions and suggests that policymakers should review regulations in states that license or certify dementia care units. The adequacy of policy and practice recommendations from advocacy groups (NCAL, 2016; Tilly & Reed, 2009) should be assessed, and research is needed on the effect of regulations on resident outcomes and overall quality. An important question that could be informed by the regulatory summary and categorization provided here is what difference state regulatory approaches make in terms of the structure and process of dementia care settings available to consumers and how these structures and processes affect resident outcomes. In addition, a scale could be used to rank the range of dementia care policies in each state (Kaskie et al., 2015) , organized by the three categories of dementia care regulations identified in this policy study.
